Aim To determine healthcare professionals' (HCP) views of group structured education for people with newly diagnosed Type 2 diabetes.
Introduction
Diabetes self-management education (DSME) is associated with improved diabetes knowledge, self-management [1, 2] , glycaemic control [3] [4] [5] , psychological status and cardiovascular risk [4] [5] [6] . DSME is recommended for people with Type 2 diabetes to improve outcomes [7] [8] [9] . Data from the UK's National Diabetes Audit 2014-2015 suggests that only 5.3% attend a DSME programme and attendance rates vary by region [10] , despite wide programme availability and incentives for general practices to refer to DSME to encourage participation. In a prospective cohort of~1800 people with newly diagnosed Type 2 diabetes in south London, only 22% attended the local Diabetes Education and Self-Management for Ongoing and Newly-Diagnosed (DESMOND) programme within 2 years of diagnosis [11] . Attendees tended to be female, non-smokers, with better glycaemic control at 6 months from diagnosis and attending general practices with relatively better performance in relation to the UK diabetes quality outcomes framework (QOF) metrics for primary care [11] . Qualitative interviews undertaken as part of the cohort study with people who did not attend DESMOND identified several reasons for non-attendance. These included a lack of information from healthcare professionals (HCP) on the potential benefits of attending DESMOND and logistical difficulties in attending the course (e.g. timing of the course, no parking facilities). In addition, there were those who were reluctant to attend a group education programme because they felt their condition stigmatized them with its associations to overeating and obesity; or in some communities through negative cultural beliefs about the disease [12] . Similar findings were reported in a recent systematic review on non-attendance at DSME which identified two broad categories of non-attender: people who could not attend for logistical, financial or medical reasons (e.g. timing of course, costs associated with attending and existing co-morbidities); and those who would not attend because they perceived no benefit from doing so or for emotional and cultural reasons (e.g. denial or negative feelings towards education, literacy and language issues) [13] .
From these studies, there seem to be several potentially modifiable areas to improve the uptake of DSME, including enhanced pre-programme information and the need to individualize the benefits to the people with diabetes. A pivotal factor in promoting these programmes for people with Type 2 diabetes are HCPs in primary care, usually but not restricted to primary care nurses and physicians, because they are often the primary point of access to the local DSME provision [12, 14] . However, despite the importance of the role these HCPs play in supporting DSME uptake, little research has been undertaken on their views and experiences because previous research has focused on HCPs who deliver DSME [15] . It is important, therefore, to gain a deeper understanding of how primary care-based HCPs perceive DSME to help identify factors that may govern the way they introduce DSME to patients and elicit their ideas for improving programme uptake. The aim of this study was to determine HCPs' views of the DSME on offer for people with Type 2 diabetes in south London.
Participants and methods
This was a qualitative study using group or one-to-one semistructured interviews with HCPs from three south London boroughs. Ethical approval was gained from King's College London (ref: PNM/11/12-137). General practices were purposively sampled according to borough and list size: small, ≤ 5999 patients; medium 6000-9999 patients; or large ≥ 10 000 patients. Following this, HCPs most involved in referring to DSME or informing people with Type 2 diabetes about DSME were invited for interview. The DESMOND programme was the DSME course offered within the sampling frame (Box 1) [16] . A total of 28 HCPs were recruited and gave consent for interview to provide a good breadth of HCP experiences and perspectives to enable good thematic extrapolation and for data saturation to occur.
Semi-structured interviews were used to explore HCPs' views of DSME for people with newly diagnosed Type 2 diabetes, considering their: knowledge and experience of DESMOND, awareness of and explanations for low attendance, experience of the referral process and recommendations for enhancing programme uptake. The interview topic guide was developed with reference to previous studies identifying reasons for non-attendance at DSME. The interview schedule was piloted with a focus group of eight people from one general practice. The interviewees consisted of general practitioners (GPs), practice nurses and administrators (practice manager, IT manager and senior receptionist). This was a large group to determine which people within the practice were most likely to be involved in informing and referring patients to DESMOND. It transpired that two HCPs were the diabetes specialists (one GP and one nurse) and they saw most of the diabetes patients and would refer to DESMOND. Following this pilot, only HCPs involved in referring to DESMOND were invited for interview. Because no major issues were raised, and no major changes made to the topic guide, pilot data from the diabetes specialists (n = 2) were included in the main study, therefore the final sample size was 22. There were two versions of the topic guide, a longer version for one-to-one interviews and a simplified version for interviews conducted with more than
DESMOND is a group structured education programme that meets the UK's Department of Health's quality criteria for education programmes. It has a strong person-centred philosophy. It uses adult learning theories to empower and actively involve participants in their own learning to enable them to apply the knowledge and problem-solving skills learnt to their own individual context. It involves 6 h of group sessions delivered by two trained educators (usually a nurse and a dietician) to a maximum of 10 people with Type 2 diabetes. It follows a structured curriculum including: thoughts and feelings of the participants regarding diabetes; what diabetes is and what happens to the body; risks and complications of diabetes; monitoring and medication for diabetes; food choices; physical activity and its benefits; planning for the future, including behaviour change to optimize self-management; and how diabetes may affect mood.
What's new?
• This is a qualitative study of healthcare professionals' views of the Diabetes Education and Self-Management for Ongoing and Newly-Diagnosed (DESMOND) programme.
• We identify the benefits as peer learning, saving healthcare professional consultation time and improved patient outcomes.
• We identify as limitations the uptake of DESMOND, the appropriateness for people with different levels of health literacy and issues communicating the benefits of DESMOND to patients.
• We make suggestions for improvement, including strategies to improve the uptake of DESMOND such as making it more local, incentives and improved marketing, and strategies to improve the content of DESMOND, for example, follow-up sessions and additional psychological support.
one person. The main difference between the two guides was a specific focus on eliciting examples of the topics under investigation in the group version (see Appendix 1). One researcher conducted the interviews (KW) which were audio-recorded and transcribed verbatim. The data were entered and managed in a qualitative computer software programme, NVivo 10. A thematic framework was applied to analyse the data [17] . This method involved five stages: (1) familiarization with the transcript data; (2) identification of an initial thematic framework that was conducted independently by two researchers (RJ and SK) for five interviews following which the frameworks were refined and integrated by consensus; (3) indexing and application of the framework to the data set; (4) charting of data within the matrix, counting keywords [18] and inclusion of deviant accounts; and (5) mapping and interpretation.
Results
Twenty-four general practices, including the pilot practice, were contacted and HCPs from 15 (63%) agreed to participate. We recruited at least one general practice per borough from those with a small list size, ≤ 5999; four were recruited from borough 1, five from borough 2, and six from borough 3 (more detail is given in Table 1 ). Of the remaining nine general practices contacted, two expressed interest but no suitable date was found, one declined to participate and six did not respond. Non-participating practices showed no discernible distinctions from participating practices in terms of list size. Recruitment of participants discontinued when no new themes emerged, 22 people were interviewed. The mean age of the sample was 52.1 years (SD 7.8), the majority were female (89%) practice nurses (n = 21) of white ethnicity (86%) ( Table 2) . One GP and two nurses were diabetes commissioners. With the exception of the pilot, the remaining interviews were conducted one-to-one (n = 9), as a dyad (n = 3) or triad (n = 1). Interviews lasted for a mean (SD) of 29.1 (6.4) min, resulting in 436 min of data.
Overall perceptions of DESMOND
HCPs from 14 of the 15 general practices viewed DESMOND in a positive light, that it was necessary for people to attend to aid their diabetes self-management. In one practice the interviewee was less favourable. She felt that her diabetes patients were excluded from DESMOND because of language barriers and had received feedback from a patient who had not been impressed by the way it was delivered. All HCPs identified that low attendance was a problem.
Healthcare professionals' familiarity with DESMOND Three HCPs were either currently (n = 2) or previously (n = 1) DESMOND educators. A further 16 had attended a DESMOND taster session delivered by a dietician and one HCP had attended a university diabetes course where DESMOND was discussed. Therefore, 19 of 22 participants were aware of the programme's main aims and that DESMOND is patient-centred.
. . . it is tailored to the patient.
(Practice 8, practice nurse b)
The HCP who had been negative about the DESMOND programme had not had a taster session but was willing to attend.
Our analytical framework of primary care HCPs' views of the DESMOND programme comprised three key themes and are presented in the following categories: benefits of the DESMOND programme; factors limiting attendance at the DESMOND programme; and suggestions for improvement. Within each key theme there were sub-themes.
Benefits of the DESMOND programme
This theme expresses HCPs' views of how the programme benefited people with diabetes and their own clinical practice. Programme delivery and content. HCPs saw benefits in the mode of delivery particularly the group interactions and exposure to other people with diabetes of which around a quarter of HCPs viewed as a benefit (n = 5).
They're learning from each other . . . just being in groups is good.
(Practice 8, practice nurse a)
[They] get to meet other diabetics who are going through the same kind of thing . . .
[they] relate to them about you know, how your diabetes is.
(Practice 15, practice nurse a)
HCPs also identified that DESMOND was generally delivered in venues that were perceived to facilitate easy access (n = 2). Around a quarter (n = 5) remarked on the value placed on the dietetic support provided . . . they [people with diabetes] come back and say I understand more about carbs.
(Practice 5, practice nurse).
The benefits of DESMOND programme delivery were not limited to patients, with HCPs (n = 4) recognizing that the additional time offered through programme participation enabled patients to consider their diabetes self-management and knowledge gaps, thereby reducing demands on HCPs' time. I think I've seen initially definitely with newly diagnosed it does initially improve the outcomes, whether that carries on long-term I'm unsure.
(Practice 4, practice nurse b)
Factors that limit attendance at the DESMOND programme All the HCPs interviewed recognized that attendance was an issue, although the scale of the problem within each borough was not specified directly. Within one of the boroughs, all people newly diagnosed with Type 2 diabetes were referred regardless of their suitability, whereas in the other two boroughs the practice nurse or GP made the decision to refer. Therefore, in these contexts, programme uptake requires that both HCP and patient behaviour are in unison because nonattendance could be ascribed in three ways: HCP fails to refer, informed patients do not book in, or booked in patients do not attend.
Logistical and procedural problems affecting access to the programme. All HCPs (n = 22) commented on people having difficulty with accessing the programme and declining the referral to DESMOND.
You are going to get people who say, 'oh that is too far', or 'oh I can't go up there'.
(Practice 5, practice nurse)
We've noticed that . . . recently with the recession and people's job situation . . . they're . . . fearful of taking time out.
(Practice 4, practice nurse b) In addition, HCPs (n = 5) reported procedural limitations with access to DESMOND, for example, the referral process and the wait to be seen. I think the system right from the beginning, right the way through till the end is not really a failsafe method for picking up somebody who is initially somewhat ambivalent.
(Practice 1, GP)
Appropriateness of the programme for certain patient subgroups. HCPs (n = 10) suggested that DESMOND was not attractive for the elderly or people with young children because children were not welcome to attend group sessions.
I think the older people tend not to [go] . . . I wonder if that's partly because as an older person . . . they lose some ability to be in groups . . . and. . . people with . . . small children.
(Practice 12, practice nurse) Patient-level complexity is another factor identified by HCPs as contributing to poor uptake. This complexity includes factors such as mental health issues and cultural factors such as being non-English speaking: 'the ones who most need to go, guess what, are the ones that don't go' (Practice 14, practice nurse). Some of the participants (n = 5) concluded that often those in most need of additional input were not accessing that support:
Access is, I think, appalling! .. if I took a list of all our poorly controlled diabetics . . . English would be their second language, so that's the . . . big issue.
(Practice 2, practice nurse) Four participants commented that the content was not targeting those who have high levels of health literacy and others stated it was too high for those with low literacy levels.
. . . a lot of them are very intellectual and very health literate, and they may find . . . the level isn't pitched quite right.
(Practice 11, practice nurse)
. . .some of them haven't gone because . . . they can't read or write . . . people are . . . frightened.
(Practice 13, practice nurse)
Course communication. For participants from most of the GP practices (n = 14) communicating information about DES-MOND was seen as problematic and it was difficult to persuade some people.
I had someone this morning, who just said 'don't even think about it I am not going to sit with a load of fatties and be told I can't have sugar in my tea'.
(Practice 14, practice nurse)
Suggestions for improvement
HCPs' suggestions for improvement could be summarised in two main sub-themes, those addressing how to improve attendance at DESMOND/DSME and those aimed at improving the content for those who do attend.
Improving attendance. Almost all the HCPs (n = 17) interviewed thought making DESMOND more local to people with diabetes, ideally within their own GP practice, might improve attendance. One of the respondents describes the reasons for this:
Our surgery is . . . underneath a high-rise block of flats, which is where all the patients live . . . we work in a deprived area, . . . a lot of these people are African and Asian . . . they're just out of their comfort zone, if they're not [in a place they know].
(Practice 10, practice nurse)
Incentivizing participation (n = 3) was suggested as something that may work, 'they could get free membership of a gym' (Practice 6, practice nurse). Plus, offering DESMOND at times when working people could attend was considered important and was not available in all the boroughs (n = 2), 'if it was on Saturday they might go' (Practice 6, practice nurse).
Improved marketing of DESMOND was also suggested (n = 5). Such as changing the name to avoid confusion, 'I'm not gonna say "to DESMOND" because it just doesn't mean anything' (Practice 6, practice nurse). Also, advertising more widely. DESMOND is normally advertised within the GP surgeries on posters. However, it is not advertised through the media. Improved promotional material could be given to people to help them decide to attend, and to advertise DESMOND at a wider range of locations. One suggestion was to advertise where people with diabetes went for their eye screening:
If the information about it also were at the DECS [Diabetes Eye & Complications Service] . . . and those people are saying 'well your eyes are alright at the moment but, have you done the DESMOND? . . . We really don't want these eyes getting any worse . . .'.
(Practice 4, practice nurse b)
Finally, some participants suggested changing the method of referral to increase DESMOND attendance, giving people slots they could book and a wider choice of locations where they could attend.
Programme content. It was suggested that to increase DESMOND uptake, it may be beneficial to optimize the content and delivery of the programme by making it more individually targeted, thereby overcoming current barriers such as low levels of health literacy (n = 4). One HCP specified that different versions of DSME were required.
I firmly believe that one size doesn't fit all.
(Practice 11, practice nurse) Another suggested that people who had attended DES-MOND and successfully made changes could join a DESMOND group to explain how they did it.
I think utilizing other people's experiences . . . I did do it this way and actually I felt better. HCPs also suggested involving other groups in delivery (n = 2), for example, church groups and 'have a DESMOND alongside Weight Watchers' (Practice 12, practice nurse).
One of the respondents felt that support, not necessarily as part of DESMOND, should be available for people to address psychological issues that contribute to the development of Type 2 diabetes.
I think we could try and have psychological support for people and maybe self-esteem classes to make people feel better, not to say that it's okay to be, you know, have a body mass index of 46 and be a Type 2 diabetic, but actually why are you like that and that something is not being dealt with.
(Practice 12, practice nurse)
Discussion
The aim of this study was to determine primary care HCPs' views of DSME, specifically DESMOND, for people with newly diagnosed Type 2 diabetes. Almost all HCPs identified benefits of the DESMOND programme, such as the group mode of delivery enabling people with diabetes to learn from one another and all participants had some knowledge of DESMOND. One of the most common factors identified as limiting uptake of DESMOND was the problem of access for particular groups, people with literacy problems, the elderly and those of working age or with young children. The latter is highly relevant for the local community considering a roughly 10-year earlier onset in people of Black African or Afro-Caribbean ethnicity [19] . In addition, hard-to-reach groups, such as people with mental health problems or learning difficulties and non-English speakers are still reliant on primary care HCPs for DSME despite being in greatest need of specialist care because all are at risk of poor health outcomes [20] [21] [22] . In one of the boroughs there is now group Portuguese DSME on offer, but this still means that people who live in other boroughs or understand other languages do not have access to DSME even though there are programmes available in South Asian languages. Although there is a DESMOND programme being developed for people with learning disabilities, this was not currently available. Related to this is the capacity of DESMOND to meet the needs of people with varying levels of health literacy, which was a frequent concern for HCPs who felt that people would disengage. In Germany, cognitive testing has been used to determine IQ level so that people can be offered either standard DSME or one tailored to a lower IQ focusing on practical aspects of diabetes self-management [23] . Therefore, designing different courses for different groups of people could be the way forward [24] .
There was variation in terms of HCPs' level of knowledge of DESMOND. Having a clear idea of the programme is required to 'sell' it to patients, something that has been identified on numerous occasions by people with diabetes as a reason for why they declined to attend [12, 24] . However, even when most HCPs do have that knowledge, as in the current study, one HCP stated that it was difficult to 'sell' the programme to someone who anticipated that they would be admonished for their current dietary behaviour. Therefore, HCPs may need support to overcome communication 'roadblocks' from patients who are ambivalent. People with diabetes may be unaware of the actual content of DESMOND and this was evident from a study in Northern Ireland that demonstrated that some people with diabetes do not attend because they think self-managing diabetes is about eating healthy food and exercising more, when actually their overall knowledge of diabetes is poor [24] and, if left unaddressed, may adversely affect their future self-management efforts.
HCPs identified factors that might improve the uptake of DESMOND as well as suggestions for improving its content. Marketing DESMOND more widely was suggested to inform more people with diabetes about it, this would also help normalise the portrayal of Type 2 diabetes in the media and address common misconceptions that invite stigma [25] , which subsequently can prevent people accessing DSME [12] . Introducing a follow-up was considered helpful so that DESMOND attendees could work on action plans set during the course which are not currently reviewed. And one HCP suggested more psychological support and whilst the current DESMOND programme does discuss depression and uses motivational strategies it is not designed to address emotional issues that may have contributed to the onset of diabetes and are likely to affect ongoing optimal diabetes self-management [26] . Tackling this within the context of DSME may be problematic as there would be training implications for DESMOND educators and there are questions to address in terms of what psychological therapy would work best for whom [27, 28] .
The strengths of this study are that a large pilot interview was conducted ahead of the majority of the interviews to determine which HCPs were involved in referring people to the DESMOND course. Although most of the data relates to DESMOND, it may also be relevant for other DSME programmes [6] . It included HCPs based in GP practices across a large multi-ethnic area of south London. Limitations of the research included a different topic guide being used for individual and group interviews to reduce the time burden on the groups. Also, apart from the initial pilot interview in which a number of GPs were interviewed, subsequent interviews involved practice nurses only, although this was representative of the wider HCP workforce who inform and refer people with newly diagnosed Type 2 diabetes to DSME [8] . This was for two main reasons: first, practice nurses were conducting the majority of diabetes clinics; and second, where there was a dedicated GP for diabetes within the practice, it was more difficult to schedule a convenient time. Therefore, future studies may want to purposively recruit GPs to determine whether they hold views different from those reported here.
Primary care HCPs value DESMOND because it provides people with Type 2 diabetes evidence-based information in sufficient depth to assist them to self-manage their diabetes and saves consultation time in primary care diabetes clinics. However, HCPs may need more training in terms of how to 'sell' DSME to people with diabetes, which may also improve uptake. Future research may want to focus on how these conversations are conducted and how they may be improved upon. HCPs are concerned that even if most people who can do attend group DSME, there are many people who are not eligible to attend and there the onus is on primary care HCPs to provide information when specialist services are likely to be the most appropriate. How and whether a group format DSME is appropriate for these groups needs to be determined. HCPs were able to generate some novel ideas to improve DSME uptake that may also work nationally and internationally.
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